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About Jan Swasthya Abhiyan 


The Jan Swasthya Abhiyan (JSA) was formed in 2001, with the coming 
together of 18 national networks that had organised activities across 
the country in 2000, in the lead up to the First Global Peoples Health 
Assembly, in Dhaka, in December 2000. The JSA forms the Indian 
regional circle of the global People’s Health Movement (PHM). At 
present it is the major national platform that co-ordinates activities 
and actions on health and health care across the country. The JSA, 
today, is constituted of by 21 national networks and organisations and 
state level JSA platforms (which are present in almost all states in the 
country). Network partners of the JSA include a range of organisations, 
including NGOs working in the area of health, feminist organisations, 
peoples science organisations, service delivery networks and trade 
unions. 


Perspective and Objectives 


The Jan Swasthya Abhiyan believes that despite medical advances and 
increasing average life expectancy, there is disturbing evidence of 
rising disparities in health status among people in India and 
worldwide. Enduring poverty with all its facets and in addition, 
resurgence of communicable diseases including the HIV/AIDS 
epidemic, and weakening of public health systems is leading to reversal 
of previous health gains. The major objectives of the Jan Swasthya 
Abhiyan include: 


1. Draw public attention to the adverse impact of the policies of 
iniquitous globalization on the health of Indian people 

2. Locate the campaign to achieve ‘Health For All’ in the campaign to 
establish the Right to Health and Health Care as basic human 
rights. 

3. Need to confront commercialization of health care, while 
establishing minimum standards and rational treatment guidelines 
for health care. | | 


4. The urgent need to promote decentralization of health care and 
build up integrated, comprehensive and participatory approaches 
to health care 


5. Network with all those interested in promoting peoples’ health. 


National Co-ordination Committee Members 


All India Drug Action Network (AIDAN) 

All India People’s Science Network (AIPSN) 

All India Democratic Women’s Association (AIDWA) 
Bharat Gyan Vigyan Samiti (BGVS) 

Breast Feeding Promotion Network in India (BPN!) 
Catholic Health Association of India (CHAI) 

Centre for Community Health and Social Medicine, JNU 
Christian Medical Association of India (CMAI) 
Forum for Creche and Child Care Services (FORCES) 
Federation of Medical Representative 

Associations of India (FMRAI) 

Health Watch 

Jan Swasthya Sahyog (JSS) 

Joint Women’s Programme (JWP) 

Medico Friends Circle (MFC) 

National Alliance of People’s Movements (NAPM) 
National Federation of Indian Women (NFIW) 
National Association of Women’s Orgs. (NAWO) 
Public Health Resource Network (PHRN) 

SAMA — Resource Group on Women’s Health 
SATHI — CEHAT 

Society for Community Health Awareness 

Research and Action [SOCHARA] 


Participating Organisations: 
Over 1000 organizations concerned with health care and health 
policy from both within and outside the above networks. 


Website: www.phmindia.org 


Health in India: a story of deep neglect 


Extreme inequality in access to health care services and the poor 
living conditions of a majority of the people are responsible for the 
poor conditions of health in India. While people who can pay are 
able to receive world class treatment facilities, for most people in 
India a major illness in the family plunges the family into extreme 
poverty and destitution. Not only are healthcare facilities out of 
reach for most people, routine public health measures to protect 
our people are denied to a majority. India continues to figure 
among the bottom in global estimates regarding deaths among 
infants and young children and among pregnant women. 


Every family in India dreads a medical emergency. When a family 
member falls ill, we pay from our pocket — often by selling our 
assets or by borrowing. Thus the poor are either denied care 
because they cannot bear the expenses or the family gets pushed 
to further poverty and destitution. As families cope with the 
catastrophic impact of expenses on healthcare, the vicious cycle of 
poverty and ill-health continues. Poor health services in the country 
are a tale of deep apathy of successive governments towards the 
suffering of a majority of the poor and the vulnerable. Those in 
power have contributed to the systematic neglect of the public 
health system on one hand and to an aggressive expansion of 
unaffordable, often unnecessary, unethical and low quality private 
health services on the other. 


In this booklet we highlight some of the key issues linked to health 
of millions of Indians and raise some of the key demands for 
improvement of access to quality health care. 


Poor Conditions of Health 


One-fifth of world’s children who die before their fifth birthday are 
born in India, and the highest number of mothers who die while 
giving birth are from India. We perform poorly in comparison to 


5 


most countries in the world, including most developing countries. 
Even in our region, only two countries lag behind India. See Box 1 to 
understand how we continue to be one of the worst performing 
countries in the world as regards healthcare and health outcomes. 
A survey of 179 countries across the world shows that India is 
among the least safe countries to be a mother. Millions of children 
die every year from preventable diseases because they are not 
immunized and from hunger and malnutrition. Over one-third of 
our children do not get enough food, a rate that is comparable or 
worse than some of the poorest countries in Africa. Children die 
routinely from common diseases like diarrhea and pneumonia 
because of lack of access to safe drinking water, lack of sanitary 
facilities and absence of free public facilities for treatment. 


India ranks 131 of 188 countries in Human Development Index 
(HDI) 2017 

India ranks 140 of 179 countries as the best place to be a 
mother (State of World’s Mother 2015) 

India is placed at 100 among 119 countries in Global Hunger 
Index (GHI) 2017 3 

India was ranked 143 among 188 countries by the Lancet 
Medical journal in a cumulative assessment of various 
indicators that are related to good health 


More than a fifth of under five deaths per year, take place in 
India — the highest anywhere in the world; a majority of these 
deaths are preventable 

More than 100 million children under five are undernourished, 
and 8.5 million suffer from severe acute malnutrition. 


Less than two-thirds(62%) of children under five receive all 
routine immunisation. 

Only about half (52%) of deliveries are safe: (National Rural 
Health Mission) 


Table 1: How does India’s situation compare with others 
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As we can see (Table 1), India fares poorly in comparison to other 
developing countries, including our immediate neighbors Sri Lanka 
and Bangladesh. Even the targets that have been set in NHP-2017 
reflect the poor state of public health in India, poor even in 
comparison with our immediate South Asian neighbors. The 
National Health Policy (NHP) of 2017 sets a target of 70 years life 
expectancy (that is at birth all Indians will have an average chance 
of reaching 70 years of age) to be achieved by 2025. This target is 
something that Nepal had already achieved in 2016 and 5 years less 
than what Sri Lanka has achieved. The target of reducing child 
mortality rate (that is the number of child deaths for a 1,000 live 
births) has been set as 23 per 1000 live births, to be achieved by 
2025. The target is more than twice of what Sri Lanka has already 
achieved (9.8). 


Health of Women and Girls 


Discrimination faced by women and girls have a lasting and tragic 
impact on their health status. Data from National Family Health 
Survey (NFHS) shows that child death rates for girls are 61 per cent 
higher than those for 

boys after the first 

month, all the way up 

ieee oer through age _ four. 
routine: IMMUNISATION é Among 15-19 year 

ve olds in the country, 
complications during 
pregnancy are_ the 
leading cause- of 
death. As many as two 
out of three 
adolescent girls living 
in India’s backward 


half ot eniidren 


districts have 
experienced sexual 
violence. 


Maternal death rates continue to be very high (at 130/ 100,000 live 
births, one of the highest rates in the world). Maternal deaths are 
highest amongst young women, while girls continue to be married 
off before the legal age of marriage. Too many girls become 
pregnant before they are old enough and before their bodies are 
ready for pregnancy. This combined with malnutrition and anemia 
ensures that young women, many still in their teens, die during 
pregnancy. Women also continue to die around child birth because 
health facilities in many parts of the country are not equipped to 
provide emergency care to them when complications arise, the 
quality of care available during pregnancy is inadequate, and safe 
abortion services in the public sector are inaccessible for the 
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majority of women. Quality contraceptive services are not 
provided according to what women need. Instead women are 
targeted for hysterectomies to achieve family planning targets. 
Horrendous accounts surface periodically of how women are 
herded into unhygienic and under staffed hysterectomy camps. 


Gender-based violence is extremely high, with as many as 40.3% of 
women reporting at least one instance of physical abuse. There: 
seems to be an epidemic of sexual violence against women in 
recent years. Mental and physical consequences of violence against 
women need to be addressed by the health sector. 


Neglect of public health system 


ln most countries where people have near universal access to 
healthcare, it has been achieved through well-functioning public 
health systems. Here we may note that while a well functioning 
system to provide universal access to care is a necessary condition 
for good health outcomes, it is not sufficient on its own. Good 
health is a result of better nutrition, safe drinking water and 
sanitation, universal access to education, gainful employment and 
equitable and inclusive development, better working and living 
conditions, control over addictions as well as environmental 
pollution and an end to various forms of discrimination. Reduction 
in poverty itself contributes immensely to improved health 
outcomes. A strong, comprehensive public health system is the 
most efficient way to provide appropriate health care. It creates a 
separation between health care needs and people’s ability to pay 
for healthcare. It also allows much stricter control of health care 
costs, serves as an effective check on unregulated growth of the 
private sector and helps prevent unethical practices in the private 
sector. However, in India the public health system has experienced 
continuous neglect, systematic under-investment, provisioning of a 
select set of services and a ‘targeted’ approach. The introduction of 
National Rural Health Mission had introduced some efforts to 
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Strengthen public systems for a limited set of services; however 
recent trends show that there is a reversal already taking place due 
to cuts in budgets. 


India’s poor investment in health care translates into a failure to 
create the necessary health infrastructure, or to build a health 
workforce, or to ensure availability of necessary equipment, 
diagnostic facilities and medicines. We are just not adding enough 
beds in public hospitals or enough doctors and nurses to make 
public services effective. 


Gee having frequent x 
urination and feeling £ 


Hore gem ¢ thirsty ... 
mn \ have fost wetght too... 


After the introduction of some public health measures under the 
NHRM, some improvements did take place. Services of close to 
23,000 doctors, 35,000 nurses and 70,000 ANMs and 10,000 
management staff were added under the NRHM. However as 
compared to the government’s own Public Health Standards, this is 
less than one-third of the total number of public health workforce 
that is required. Further, almost all of the additional staff under 
~ NHRM is contractual, with remuneration packages often less than 
half of the regular staff that does the same work, and with no 
security of tenure. | 
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There continue to be substantial shortfalls in the number of Sub- 
Centres (SC), Primary Health Centres (PHCs) and Community Health 
Centres (CHCs) across states. Nationally, there are only 0.16 
facilities for every 10,000 persons, and there are approximately 5.5 
government beds for every 10,000 persons. Outpatient visits have 
nearly doubled from 55 per 1,000 persons in 1995-96 to 100.7 per 
1,000 in 2014, with more marked increases in urban as compared 
to rural areas. Hospitalization rates increased nearly three-fold in 
the same period, from 15 per 1,000 persons in 1995-96 to 44 per 
1,000 in 2014. Yet the number of beds in the public sector, per 
10,000 population has remained stagnant since the 1980s. 


One of the most important reasons for underutilization of primary 
health care facilities is the lack of the full range of required primary 
care services. Most sub-centers and PHCs provide little beyond 
immunization services, some ante-natal care and at best care for 
normal delivery. Most treatment of chronic illness like hypertension 
and diabetes is referred away and so is the treatment for most 
infectious disease except some of those on the _ national 
programmes. This accounts for less than 20% of all health care 
needs. Along with expansion of infrastructure and filling up 
vacancies of human resources, quality of care delivered at public 
health facilities need immediate attention. 


High burden of out of pocket expenses 


Public Spending on health in India is among the lowest in the world 
- when compared in terms of share of GDP and per capita spending. 
There are only a few countries in the world which spend a lower 
proportion of GDP on health than India (WHO 2016). Per capita 
public investment on health in India, is almost at the same level 
with the average of the low income countries (LICs) and much lower 
than the average for low middle income countries (LMICs). 
Countries like Brazil, Thailand, and South Africa which have recently 
attempted to universalise have stepped up public spending on 


ARLE 


health to 3-5 % of GDP over the period of a decade or so, while it 
languishes at around 1% of GDP in India. 


Pubhe health 


systems are 


so Weak. 


Box II: Health care Financing 


Public spending on health as a percentage of GDP is among 
the lowest in the world (1.1%) 

India is among the most privatized health systems -- out of 
100 rupees spend on health more than 63 comes from 


people’s out-of-pocket expenses (OOPs). 

Every year some 63 million people are pushed below | 
poverty line - this is more than the population of 177 
countries in the world a - 
Expenses on medicine alone lead to impoverishment of 


some 34 million people. 


be 


In the absence of adequate public spending households are forced 
to buy healthcare services from the market — either in private 
facilities or through expenses they incur even in public facilities. 
What people pay directly while accessing care is called ‘Out of 
Pocket’(OoP) expense. In India the share of OoP in total healthcare 
spending is around 63% - which is one of the highest in the world. 
Thus in India, out of every 100 rupee spent on healthcare, the 
government spends only 37 rupees. A system where access to care 
depends on ability to pay leads to inequality in access, untreated 
ailments and preventable deaths; and pushes people towards 
poverty and indebtedness. Numerous studies indicate that the poor 
in India are often required to borrow and sell off household assets 
to finance their health-care needs. 


Growing private sector and expansion of public funded insurance 
Over the years, as economic policies have slashed expenditure on 
public services like health and education, dependence on private 


sector for healthcare has progressively grown. 


Table 2: Share (percent) of private sector in total hospitalized 
episodes and short duration ailments 


Short Duration 
Hospitalisation ailments (out- 
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Source: Based on NSSO estimates, 42°, 52"%, 60 and 71° round. 
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In the past decade a new trend has emerged, led by changes in the 
government's overall economic policies and priorities. The 
involvement of the private sector in providing services while using 
public funds is being promoted under the guise of improving 
efficiency in the delivery of health services. This can be seen in the 
outsourcing of health facilities in states such as Arunachal Pradesh 
and Karnataka; and outsourcing of various critical services in public 
hospitals like diagnostics in Bihar and West Bengal. Insurance 
schemes like the Rashtriya Swasthya Bima Yojana and Arogyasri and 
the proposed National Health Protection Scheme (NHPS) are 
another mechanism to pump public funds into the private sector. 
However, the dreadful implications of this strategy on the public 
health system, quality of services and access of the poor to health 
care services is slowly becoming apparent. Experiences of 
outsourcing, like those of diagnostics in Bihar, have shown that it 
has led to decreased access to services and even denial of services 
for the poor, increased out of pocket expenditure and decline in the 
quality of services. 


The private medical sector in India suffers from a wide range of 
serious problems. It is widely acknowledged that these arise due to 
its commercial interest to maximize profits, along with an almost 
complete lack of effective regulation. This has led to a huge urban- 
rural divide, massive wastage, exploitation due to 
excessive/irrational medications, and frequent exploitation of 
patients by overcharging and unnecessary interventions, major 
variations in quality and overall substandard care, and violation of 
patients’ rights. Overall, private medical care in India is substandard 
and unnecessarily expensive. The situation is compounded through 
exploitation by the drug industry. The industry sells irrational 
medicines and irrational drug combinations, promotes costly 
brands, and overprices most products. There has been a complete 
failure of regulatory agencies like the Central Drug Standards 
Control Organisation (CDSCO) and the Medical Council of India, 
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accompanied by a complete lack of self-regulation by professional 
bodies like the Indian Medical Association (IMA). 


Despite these known problems related to the private sector, public 
money is now being pumped into the sector in the name of 
providing financial protection to the people. There has been an 
increase in the number of publicly-financed insurance schemes 
floated by central and state governments, with the stated aim of 
protecting the poor and the informal sector workers from 
catastrophic expenditures on health. The Yeshasvini Health 
Insurance Scheme in Karnataka in 2003 and the Rajiv Aarogyasri 
Scheme in Andhra Pradesh in 2007 are the precursors to the 
Rashtriya Swasthya Bima Yojana (RSBY) launched by the Ministry of 
Labour, in 2007 as a Central scheme. The schemes (state and 
central) claimed to cover an estimated 302 million people in 2010 -- 
roughly one-fourth of the population (as we shall see later these 
claims are inflated). However, in terms of the benefit package 
available through these insurance schemes, only limited secondary 
and tertiary level hospitalisation cover is provided (with the 
exception of the much older Employees’ State Insurance Scheme 
(ESIS) and Central Government Health Services (CGHS)). 


Though these insurance schemes continue to remain popular 
among policy makers and politicians, evidences suggest that impact 
on financial protection has been minimal if not detrimental. As per 
the latest National Sample Survey Organisation Survey on Health 
and Morbidity (2014) only 13% population is covered under various 
government funded insurance schemes. Coverage among the 
poorest sections, in both rural (10.6%) and urban areas (8.6%) is 
even lower- leaving out huge sections of intended beneficiaries. 


Government funded insurance schemes cover only a select set of 
in-patient procedures and surgeries while households spend two- 
third health expenditure on outpatient care and particularly on 
medicines. In most states more private than public hospitals have 
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been empanelled for providing services under such insurance 
schemes. These private facilities are concentrated mainly in cities, 
with very few in rural, tribal and remote areas. Beneficiaries thus 
are concentrated in the easier to reach villages and left out in the 
hard to reach villages or hamlets. 


Further, these insurance schemes focus on specific treatment 
procedures rather than on treatment of all illnesses, and therefore 
conditions treatable at primary level end up being hospitalised (for 
example, for uncomplicated anemia or diabetes) or transferred to 
secondary/tertiary levels. This also results in public funds being 
shifted from primary level care to secondary and tertiary level care, 
or to private providers. 


Patients also receive care of bad quality through the insurance 
schemes. Many unnecessary procedures like hysterectomies 
(removal of uterus) had been performed by the private sector 
hospitals in order to benefit from the insurance money; thousands 
of such instances have been documented in Bihar, Chhattisgarh and 
Andhra Pradesh. There is no real choice for the beneficiaries in 
terms of which hospital they can go to; as it is the hospitals that 
dictate what conditions and which patients they wanted to treat. 
Thus, while private hospitals ‘cherry pick’ the most profitable 
conditions/procedures to treat, public hospitals end up treating the 
more complicated and difficult cases. In rural areas, especially 
remote places, public facilities are the only ones available. The nest 
result of public funded insurance is that public money is being 
transferred to private facilities, thus further depleting the already 
meager resources available to strengthen public facilities. There is 
also a continuous demand from the private sector to increase the 
reimbursement they receive for providing care as part of the 
insurance schemes. Reports from Chhattisgarh and Andhra Pradesh 
have shown that RSBY and Arogyashri schemes were facing 
financial problems as demands from private providers for higher 
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reimbursements had increased and some hospitals had even 
_ stopped providing services. 


Access to medicines 


The World Medicine Report of the World Health Organization finds 
that India is the country with the largest number of people (649 
million) without access to essential medicines. Given that India 
today is one of the largest producers of drugs (by volume) in the 
world and exports medicines to over 200 countries, this is clearly an 
unacceptable situation. 


Medicine costs are the major component of out of pocket expenses 
that we talked of earlier. Changes in the Drug Price Control order in 
2012 have converted the price control of medicines into a cruel 
joke. Essential drug prices are now fixed on the basis of their price 
in the market, which is inflated, rather than on actual production 
costs. Many studies have shown that market prices of drugs are 
often 10 or even a 100 times that of the production costs. 


Patients in India are also affected by a huge market, promoted by 
unethical marketing practices of drug companies, by the marketing 
of irrational and harmful medicines. Doctors are bribed by 
companies to prescribe such medicines. Following adverse 
comments by the Parliamentary Committee on Health the 
government, in early 2016, issued notifications banning over 300 
irrational medicines. The medicines of many large companies, 
including top selling products of multinational corporations were 
affected. 


The major reason why people in India cannot access medicines is 
that they are forced to buy them from the market. Even public 
facilities often do not stock all essential medicines and ask patients 
to buy them. A few state governments have started free medicines 
schemes to supply all essential medicines free of cost to patients 
attending public facilities. The schemes are running successfully in a 
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few states, notably Tamilnadu and Rajasthan. However, most states 
are yet to effectively implement such schemes. Neither has the 
central government lived up to an earlier promise to support such 
schemes in all states. 


The role of the Current Government 


The past four years provide a grim picture of neglect of public 
health by the government and further, a disdain towards policies 
that promote welfare. Successive budgets presented by the Central 
government have strengthened the perception that this 
government is ideologically committed to reducing public 
expenditure on welfare and public services. The period also saw 
examples of extreme failure to provide healthcare of acceptable 
quality both in the Public and Private sectors. The failure of public 
services was epitomised by the horrendous report of deaths of 
hundreds of children in a hospital in Gorakhpur, which lies in the 
constituency of the Chief Minister of UP. Yet we were informed 
from the ramparts of the Red Fort by our Prime Minister that the 
children who died in Gorakhpur’s hospital were victims of a ‘natural 
calamity’. It may be noted that barely one third (Rs. 10.19 crores) of 
the required allocation for the Gorakhpur hospital was approved by 
the BJP-led Central government! In 2017-18, budget approved for 
the programme was further slashed to just Rs. 5.78 crores! 


Rudolph Virchow, the 19th century German pathologist had 
famously remarked “It is the curse of humanity that it learns to 
tolerate even the most horrible situations by habituation.” A nation 
that is prepared to accept this calamity as ‘natural’ is truly cursed. 
That the deaths occurred in the parliamentary constituency of the 
CM of UP compounds the enormity of the crime. For a crime it is, 
when callous disregard for the well being and welfare of the most 
vulnerable results in the loss of lives that could have been saved. 
Simultaneously, several reports of gross misconduct and 
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overcharging came to light in some of the elite private hospitals, 
such as Fortis and Max. 


‘Fiscal Discipline’ versus people’s health 


The bogey of ‘fiscal discipline’ has been repeatedly raised to restrict 
public financing of the health sector. Within months of assuming 
office, in end 2014, the government signaled its intentions clearly 
by slashing 20% of committed central funds to the health sector. 
The Union budget of 2015-16 continued in the same vein and 
effected a 5.7% cut in total allocation to the health sector. Since 
then the budget for health has either stagnated or has been slashed 
in the case of crucial sectors. In fact, the sum allocated in the 2017- 
18 budget was less than the 2011-12 allocation when adjusted for 
inflation. 


What is particularly worrying is that the trend of starving the 
National Health Mission (NHM) of funds continues. The 
underfunding of the NHM should be read in the light of the draft 
National Health Policy’s comment that “Strengthening health 
systems for providing comprehensive care required higher levels of 
investment and human resources than were made available. The 
budget received [for the National Rural Health Mission] and the 
expenditure there under was only about 40% of what was envisaged 
for a full re-vitalization in the NRHM Framework’. The impact of 
these policies started being felt within months of the election of the 
new government. The NHM’s activities faltered in many states and 
in some states it stuttered to a standstill. Serious shortages of 
consumables and human resources surfaced, with widely reported 
periodic stock-outs of medicines for the HIV and TB programmes. 


In the medicines sector we have further indications that the 
government is planning to further liberalise regulations. Reports 
leaked in the Press also provide evidence that the Government has 
assured US Companies that it would not issue compulsory licenses 
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to bring down the costs of exorbitantly priced patented medicines 
being sold by multinational corporations. The government 
continues to subvert the functioning of the national Pharmaceutical 
Pricing Authority (NPPA), and honest officers at its helm have been 
transferred arbitrarily. The NPPA had recommended that the 
Government cap the profit margin of hospitals in consumables and 
diagnostics to protect patients’ interests. Within 10 days the 
Chairperson of NPPA was transferred out! 


Obsession with insurance schemes which don’t work 


In contrast to the clear and deliberate intent to choke financial 
resources available to public health services through the National 
Health Mission, is the headline declaration in the 2016 budget 
speech of the H’ble Finance Minister that the public funded health 
insurance scheme would be expanded. As we shall see later, the 
National Health Protection Scheme, announced in 2018 seeks to do 
just that. 


The big-ticket promise of a National Health Protection Scheme 
(NHPS) announced in the 2018 Budget speech, euphemistically 
termed as ‘Modicare’ by critics and supporters alike and officially as 
‘Ayushman Bharat’, appears to signal a clear intention of the 
current government. The basic contour of the scheme is that of an 
insurance scheme for those seeking hospital based care, which 
would provide coverage of upto Rs.5 lakhs to 10 crore families. The 
sense of disbelief among people who follow the health sector, 
merits some examination. 


A similar promise was made in 2016, albeit with much less fanfare — 
to cover a similar population as envisaged under the NHPS with a 
Rs.1 lakh annual limit. The five times increase in the upper limit is 
actually not very significant as most claims are settled at a level 
below Rs.1 lakh. Nothing really changed in the past two years — the 
scheme distributed a paltry Rs.456 crores in 2016-17 and allocated | 
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just Rs.1,000 crores in 2017-18. These numbers pale into 
insignificance when compared to the Rs.10,000 crores per year 
projected by the government and a perhaps more realistic figure of 
Rs.20,000 crores to Rs.50,000 crores projected by the insurance 
industry and public health practitioners. Clearly the promise of ‘Rs. 
5 lakh health insurance’ is as bogus as the earlier promise of putting 
15 lakh rupees in every bank account! 


Will a mega insurance scheme revive the moribund public system? 
Actually, going by past experience, insurance schemes are designed 
to do the contrary as they essentially involve outsourcing of 
hospital care to the private hospital sector. For the latter a 
Rs.10,000 plus payout is a bonanza but it comes at a Cost. The 
public system gets further squeezed while the natural proclivity of 
an unregulated private sector towards ethical malpractices and 
over charging comes into play. A functioning public sector is a 
national asset, a burgeoning private hospital sector may well be a 
national calamity. 


A vision based on aggressive privatisation 


The government’s approach to health care is driven by neoliberal 
economics which seeks to promote private provision of hitherto 
public services and an overall withdrawal of the government from 
financing or providing public services. India’s health system is one 
of the most privatised in the world and public expenditure is one of 
the lowest. Yet the unstated game plan of the BJP Government is to 
cap public expenditure at a minimum level and at the same time, 
through public policy measures, encourage the growth of private 
providers. 


The parliamentary committee report about the working of the 
Medical Council of India (MCI), released in 2014, pointed to the 
extreme depths of corruption that permeates private practice and 
medical education. The Government continues in its desperate bid 
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to suppress the murky details of the ‘Vyapam’ scam in the BJP ruled 
state of MP. The scam involves corruption at the highest levels of 
the bureaucratic and political structures in the state, who have 
connived to make a mockery of medical education. Yet the 
government refuses to address the twin problems that fuel 
corruption in the health sector — the unbridled growth of private 
medical colleges (nationally the number of seats in private colleges 
has grown from less than 10% to around 50% in the last quarter of 
a century) and the rapid expansion of unregulated private medical 
care. While the government sheds crocodile tears about the state — 
of the MCI and proposes various reforms, the new regulations 
legitimize the ownership of medical colleges by profit making 
companies, thus clearing the way for medical education to become 
a commercial enterprise. 


The National Health Policy (NHP) 2017 projects that public 
expenditure on health (by both centre and states) should reach 2.5 
percent of the GDP by 2025. Out of this 40 percent should be 
provided by the Central government, which should allocate at least 
one percent of GDP. However, under the BJP regime in last four 
years, Union health budget allocations have stagnated at barely 0.3 
percent of GDP. 


How does the National Health Policy 2017 propose to organise 
healthcare services? The answer lies in the oft-repeated term in the 
document: “health assurance”. The government's role as provider 
of healthcare services is repeatedly qualified by emphasising its role 
as a “strategic purchaser” of services. 


Critiques of a public sector-led model to provide healthcare point 
out that private providers need to be harnessed and given 
dominant roles if healthcare needs to be universalised in India. But 
private facilities barely exist in underserved areas where the gap in 
healthcare services is the worst. This raises the more important 
question of whether there is a plan to progressively strengthen 
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public services. The overall prescriptions in the policy regarding 
insurance schemes that rely largely on private sector provisioning in 
cases of secondary and tertiary level care are designed to further 
strengthen the private sector and denude the public sector. 


Till now, the discourse on outsourcing care to the private sector 
was confined to secondary and tertiary services or hospital-based 
care. But the new policy now says: “For achieving the objective of 
having fully functional primary healthcare facilities — especially in 
urban areas to reach underserved populations and on a fee basis 
for middle class populations, Government would collaborate with 
the private sector for operationalizing such health and wellness 
centres to provide a larger package of comprehensive primary 
health care across the country. Partnerships that address specific 
gaps in public services: These would inter alia include diagnostics 
services, ambulance services, safe blood services, rehabilitative 
services, palliative services, mental health care, telemedicine 
services, managing of rare and orphan diseases.” 


This is what is being attempted even in the face of public protests in 
several states such as Rajasthan, Madhya Pradesh, Chhattisgarh 
and Uttar Pradesh. The 2017 policy thus puts its stamp of approval 
on opening up primary healthcare services to the private sector as 
an additional avenue for them to make profits. The 2017 policy, 
contrary to claims about it made in Parliament, is part of the same 
vision that reduces the government’s investment in welfare and 
opens up public services to private actors. 


Urgent measures to address the Health Crisis in India 


India is in the midst of a health crisis. Extreme inequality in access 
to health care services and the poor living conditions of a majority 
of the people are responsible for the poor conditions of health in 
India. Not only are healthcare facilities out of reach for most 
people, routine public health measures to protect our people are 
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denied to a majority. India continues to figure among the bottom in 
global estimates regarding deaths among infants and young 
children and among pregnant women. 


Below we describe a number of issues that need to be urgently 
addressed and basic measures that must form part of our priorities. 


Act on the Social Determinants of Health: 


Good health cannot be ensured only by providing health services. A 
few years back the World Health Organization’s (WHO) Commission 
on the Social Determinants of Health (CSDH) said: "health and 
disease are not distributed equally in society, and that disease 
disproportionately affects those who have less access to resources 
such as food, clean water and environment, education, safe and 
Stable job, solidarity-based welfare systems. While being aware of 
the necessity to make available adequate access to comprehensive 
health care services for those who fall ill, we should also be 
concerned about the means to reduce the unnecessary disease 
burden linked to social injustice". 


“Providing care without attending 
to determinants of health” 
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So if we wish to improve the health situation for a majority of the 
people action is required for promotion of food security by 
universalisation and expansion of the Public Distribution System. 
Hunger and undernutrition are the most important cause of disease 
and ill health. More than one third of our children are 
undernourished and india has one of the highest levels of wasting 
and stunting in the world. Action is also required for providing safe 
drinking water, sanitation facilities, full employment to all, 
education for all and decent and adequate housing. 


Address the Gender dimensions of Health 


Discrimination based on gender undermines the health of women 
who constitute half of our population. Policy makers link women's 
health to their reproductive roles and their role as mothers but 
never to illnesses that affect women, irrespective of whether they 
are pregnant or rearing children. This is a notion embedded in 
patriarchal values regarding women’s role and position in society. 
Women’s health needs are not just linked to their reproductive role 
and their broader needs need to be addressed in a meaningful 
manner. 


Women are also the targets of coercive population policies. 
Periodically we hear of horrific stories of women dying in camps 
conducted to sterilize them. Women need access to family planning 
methods for their own health, but they need to be able to exercise 
a choice regarding how and when they want to access methods of 
contraception. 


The government needs to guarantee comprehensive, accessible, 
quality health services for all women for all their health needs 
which includes but is-not limi ted to maternal care. All coercive 
laws, policies and practices that violate the reproductive, sexual 
and democratic rights of women need to be abolished, including 
coercive family planning measures. 
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Immediately reverse Caste Based Discrimination: 


Caste based discrimination is still widespread in many parts of the 
country and data shows that dalit communities have significantly 
lower standards of health. We need immediate and effective steps 
to entirely reverse all forms of caste based discrimination, which is 
one of the most important social determinants of ill health. 
Immediate ban on manual scavenging should be implemented. 


Increase Public Expenditure on Health 


The abiding characteristic of India’s health policy over the past 
decades has been the persistence of extremely low investment for 
health. Currently at 1.1 percent of G DP, India’s health expenditure 
is among the lowest ten in the world. This has been the primary 
cause of very high private expenditures to access healthcare 
services that is borne by patients. In fact National Health Policy- 
2017 admits that: “growing incidences of catastrophic expenditure 
due to health care costs, which are presently estimated to be one of 
the major contributors to poverty’. So, as if by rote, the new policy 
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Once again repeats that public expenditure on health would 
increase to 2.5 percent of GDP by 2025. This itself is an extremely 
modest target, half of the global average (4.9 percent of GDP) and 
half of the five percent of GDP public expenditure on healthcare 
that the World Health Organisation (WHO) suggests. 


Given the past record of the current government, there seems little 
cause for hope that even this modest target (health expenditure at 
2.5% of GDP) will be achieved. The last four union budgets of the 
BJP government have either slashed allocation to healthcare or 
have provided for a very marginal increase. In fact, in real terms 
after controlling for inflation, central budget allocation currently is 
less than the level achieved in 2011-12. Further, over two-thirds of 
expenditure on health are made by states and states face a squeeze 


States spend over 2/3 of expenditure, 
but in the “Neoliberal" pressure, 


funds allocated for health are shrinking 


on funds because of neoliberal macroeconomic pressures — 
essentially low collection of revenues by taxing the rich. The 
parliamentary standing committee on health, in its report in 2017, 
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has lamented that states are finding it difficult to raise allocations 
to health and some states have actually reduced allocation. 


To address gross under funding of public services in health it is 
urgent that allocation for health be increased to 3.6% of GDP 
annually (Rs 4000/- per capita at current rates) with the central 
government's contribution being at least 1% of GDP (Rs 1000/- per 
capita). All public health expenditure should be tax financed. 
Further it is necessary that public expenditure on health is 
progressively at least 5% of GDP. 


Ensure quality and assured availability of health care 


The aggregate effect of low public finances is a public sector in 
healthcare that is starved of resources — financial, technical and 
human. In spite of some modest gains made through the National 
Rural Health Mission (NRHM) public facilities in most parts of the 
country fall far short of need. In spite of repeated claims, public 
facilities in most parts of the country do not provide free access to 
medicines and diagnostics. There is a huge deficit of human 
resources and this rises to over 80 percent in the case of specialists. 
After having deliberately starved public facilities of necessary 
resources, the current Government is following a strategy designed 
to further strangulate public services. The national Health Policy- 
2017 claims that it is going to promote ‘health assurance’ by what it 
calls ‘strategic purchasing’ from privately run facilities. In effect 
Strategic purchasing is another name for outsourcing of care 
facilities to the private sector. It is an abandonment of the 
government's responsibility to provide healthcare services. 


The Government has the responsibility to ensure of care in all 
health facilities. Public health facilities need to be entirely free of 
user fees and the entire range of services should be provided 
directly by government run facilities and not through Public Private 
Partnerships (PPPs). 
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Stop both Active and Passive Privatization of health care services 


Critiques of a public sector led model for health care provision point 
out that universalisation of access to care needs harnessing of 
private providers and facilities in India given its dominance in 
healthcare provision (the private Sector accounts for 80% of 
outpatient care and 60% of in-patient care). What is not said is that 
the demise of public facilities has been brought about through 
deliberate neglect and now its incapacity is being used as an 
exercise of opening up healthcare for extraction of profits by 
private enterprises. This is an explicitly neoliberal project that 
should be understood. Further, in underserved areas, where the 
gap regarding provision is the worst, the private sector just does 
not exist and is hence not an option. 


Necessary measures are needed to stop active privatization in the 
form of transfer of public resources or assets to the private sector. 
Note may be made here of the Niti Ayog's proposal to hand over 
District hospitals to the private sectors. Several BJP run states, such 
as MP and Rajasthan, are also transferring Primary Health Centres 
(PHCs) to private providers. Measures are also needed to stop 
passive privatization (where private facilities fill the gap left by 
inadequate public facilities) by increasing investment in public 
health facilities. 


Employees State Insurance (ESI) hospitals are in a bad shape in 
most parts of the country even while workers continue to 
contribute for services provided by the ESI system. Instead of 
wasting resources on the recently announced National Health 
Protection scheme, the government should initiate immediate 
measures to adequately resource all ESI run facilities. 
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Training of Health workforce 


There has been a phenomenal rise in private medical colleges since 
1990 that has driven corruption in the Medical Council of India. In 
1980, there were 100 government-run medical colleges and just 12 
private colleges, accounting for 16,570 and 1,770 under-graduate 
seats. By 2016, there was an almost cataclysmic shift in this ratio — 
205 government-run medical colleges with 27,490 under-graduate 
seats as against 221 private colleges with 24,690 under-graduate 
seats. Instead of advocating for much enhanced public investment 
in medical education, the National Medical Commission Bill 
proposes to has relax regulatory measures designed to ensure that 
medical colleges adhere to notified standards. 
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The rise in private medical colleges has been driven by lax 
standards on one hand and a sharp decrease in public investment in 
medical education. Private medical colleges fleece students, and 
barring a few, provide very poor quality education. 


On the other hand there is very little public investment in the 
training of nurses and other health workers. We have a health 
worker crisis in India and the public system is unable to retain 
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doctors and specialists. On the other hand other health workers are 
not trained adequately, neither are they paid commensurate with 
their work. Under the National Health Mission most doctors have 
been recruited as contractual employees and are very poorly paid. 


There needs to be an increase in public investment in education 
and training of the entire range of health personnel. It needs also to 
be ensured that government run colleges to train a range of health 
workers, nurses and doctors, are located in areas where they are 
needed most. Working conditions of all levels of health workers 
need to be improved. 


Weli Governed, Adequate Public Health Workforce: 


There is a need to create adequate posts for the entire range of 
health personnel in the public health system. All contractual 
employees should be regularized. ASHAs, ANMs and all levels of 
public health system staff need to be trained so that they acquire 
adequate. Most importanly, all health workers including Anganwadi 
workers and ASHAs should be treated as regular employees and 
need to be provided proper salaries, and provided decent working 
conditions. 


Access to free essential medicines and diagnostic services in all 
public health facilities 


The experiences of a few states, such as Tamilnadu, Kerala and 
Rajasthan, show that the reliance on the public system as well as 
trust in the system grows enormously when essential drugs and 
diagnostics are available free of cost in the public system. In spite of 
such evidence similar systems have not been put in place in most 
States. This is an urgent requirement and a national policy for free 
medicines and diagnostics in all public facilities needs to be rolled 
out. Such a scheme should receive adequate central funding. 
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Reverse Exploitation by private hospitals practitioners: 

The national Clinical Establishment Act should have provisions for: 
observance of patient's rights in all clinical establishments; 
regulation of the rates of various services; and elimination of 
kickbacks for prescriptions, diagnostics and referrals. Recent 
reports of gross overcharging in corporate hospitals shows how 
necessary this Is. 


Insurance Schemes should be absorbed in the public system 


There is a need to absorb, over a period, existing publicly funded 
health insurance schemes (RSBY and different state health 
insurance schemes) into an expanded public health system, publicly 
financed through general taxation. At the same time the recently 
announced National Health Protection Scheme, should be 
abandoned and instead resources should be mobilised to 
strengthen and upgrade the existing public system. 


Ensure access to essential and safe Drugs & Devices: 


The Drug Price Control Order should be amended so that essential 
medicines are priced based on their manufacturing cost and not 
their market price. This used to be the system of price control 
before 2012 and needs to be reintroduced. Cost-based price- 
control of all medicines need to be re-established. Measures are 
also necessary to ban all irrational medicines and _ irrational 
combinations. 


Finally it is necessary to develop a powerful movement for health 
that includes all sections -- ordinary citizens, organizations of all 
kinds of health workers, etc. to demand for the Right to Health as a 
Fundamental Right. 
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